I n this age of expensive health care costs and severe costcutting efforts, [1] [2] [3] an efficient and effective physicianpatient relationship is paramount in the treatment of type 2 diabetes. [4] [5] [6] [7] [8] [9] [10] Effective physician-patient collaboration entails a sustained working relationship 8, 11 /secure attachment, 12, 13 shared goals, 8 a mutual understanding of respective tasks and roles, 6, 9, 10, 14 and a bond characterized by liking, trust, and confidence. 8, 11, 14 Patient-centered medicine promotes this paradigm of collaborative management, 8, [15] [16] [17] demonstrating its significance via optimal medical outcomes in diabetes and other chronic diseases. 7, [18] [19] [20] In diabetes, a collaborative physician-patient relationship is associated with increased self-efficacy, improved attitudes towards the impact of diabetes on quality of life, decreased negative attitudes towards living with diabetes, and improved glycemic control. [21] [22] [23] Yet little is known about the impact of the physician-patient relationship on diabetes management. Diabetes patients face complex self-care prescriptions, including weight reduction, increased physical activity, diabetes nutrition guidelines, oral and/or insulin medication regimens, and frequent blood glucose monitoring. These behaviors are critically linked to improved glycemic control [24] [25] [26] ; however, patients often struggle to integrate these behaviors into their daily lives. [27] [28] [29] [30] In fact, nearly one half of diabetes patients have hemoglobin A 1c levels above target. 31 Frustration to meet recommended glycemic and behavioral goals may be reflected in new or existing emotional difficulties that further hamper patients' efforts to manage diabetes. 27, [32] [33] [34] [35] [36] [37] [38] Similarly, physicians are often frustrated by patients' difficulties integrating self-care into their lifestyles. [39] [40] [41] Thus, understanding patients' struggle to achieve treatment goals and physicians' responses to patients who are struggling to integrate selfcare into their lifestyles is important for understanding the physician-patient relationship in type 2 diabetes.
The overall purpose of this qualitative study was to explore physicians' and type 2 diabetes patients' perceptions, attitudes and behaviors that support or impede the physician-patient relationship in type 2 diabetes treatment. In this paper we focused on patients' struggles to achieve treatment goals and how physicians' respond to patients who are not reaching goals.
RESEARCH DESIGN AND METHODOLOGY

Research Design
We conducted in-depth face-to-face interviews with type 2 diabetes patients and physicians (endocrinologists and primary care physicians) who treat patients with type 2 diabetes. In-depth interviewing is a qualitative technique involving intensive one-on-one interviews with a small number of participants. 42 
Sample
We employed criterion sampling, 43 a form of purposive sampling, to recruit participants: 1) English-speaking endocrinologists and primary care physicians with at least 5 % of their practice consisting of patients with type 2 diabetes in order to ensure experience treating patients with diabetes; and 2) English-speaking patients, aged 30-70 years, diagnosed with type 2 diabetes for at least two years with a hemoglobin A 1c (A1C) <14.0 %, and no diagnosis of cognitive impairment, severe visual impairment, or severe psychopathology. We recruited patients 1) between the ages of 30-70 to ensure a diagnosis occurred during adulthood, and 2) who received treatment in an adult diabetes clinic, not pediatric or geriatric clinics. Physicians were recruited via telephone, emails, and letters to Boston area hospitals, clinics, and practices, and patients via direct mailings, advertisements, and flyers in Boston area hospitals and clinics. Specifically, we recruited ten endocrinologists practicing in diabetes clinics, four endocrinologists in private practice, and five primary care physicians practicing in the general community. We recruited ten patients with A1C<7.0 %, eight patients with A1C levels between 7.0 % and 8.0 %, and 16 patients with A1C>8.0 % to provide perspectives of patients throughout the range of glycemic control. The Joslin Diabetes Center Committee on Human Subjects approved the study. All physicians and patients provided informed written consent prior to participation.
Data Collection
A multidisciplinary research team devised and field-tested a semi-structured interview guide. A clinical psychologist and a health psychologist, two experienced interviewers, asked physicians and patients broad, open-ended questions about factors impeding the achievement of treatment goals (Appendix). Both were asked about reasons for not achieving treatment goals (e.g., glycemia, blood pressure, cholesterol, and weight targets) and how they felt when goals were not met. Interviewers used directive probes to elicit additional information and clarify questions; interviewers also wrote field notes to capture key points and observations from the interviews. Interviews were conducted at Boston area hospitals, clinics, and practices, and lasted 30-60 minutes. All interviews were digitally audio-recorded and transcribed. We performed quality checks of the transcribed files while listening to the interview recordings to validate the transcriptions. Names and identifiers were removed to protect physician and patient confidentiality. Data were collected until saturation was reached; that is until no new information was generated from the interviews. 44 In our study, no new information was generated after interviewing 14 endocrinologists and 5 primary care physicians and 20 endocrinologist patients and 14 primary care patients.
Data Analysis
The multidisciplinary research team, consisting of two health psychologists, a clinical psychologist, an endocrinologist, and two research assistants, used standard qualitative methods to perform content analysis by independently marking and categorizing key words, phrases, and texts to identify themes. [45] [46] [47] The research team met weekly over the course of a year to code the data; discrepancies were reviewed, discussed, and resolved through consensus. After the transcripts were coded and reviewed, one member of the research team entered the coded transcripts in NVivo 8 software. 48 To support credibility (validity), we triangulated data sources and investigators. 49, 50 Using a multidisciplinary data analyst strategy we converged multiple data sources, including in-depth interviews, participant observation (e.g., participant affect, behaviors) and field notes (i.e., written accounts of what happened during interviews) to verify the consistency of our findings. To support dependability (reliability) of the data, we tracked the decision-making process using an audit trail. 49, 50 The audit trail is a detailed description of the research steps conducted from the development of the project to the presentation of findings.
RESULTS
Nineteen physicians and thirty-four type 2 diabetes patients participated (Table 1 ). Qualitative analysis of physicians' and patients' responses, from separate interviews, revealed two main findings, organized by physician and patient perspectives.
Physician Perspective
Physicians' Perceived Responsibility for Patients' Difficulty Achieving Treatment Goals. Physicians described a selfreflective approach to interacting with patients who were struggling to achieve treatment goals. When patients were not meeting medical treatment goals, many physicians directed questions inwardly and asked themselves what more they could be doing to assist their patients:
"Have you gotten to know the patient? Have you really addressed the issues at hand? Have you had enough time, given the patient enough time to work on this? Have you provided the resources? Have you clearly identified what the challenges and issues are so that the patient can work on it? Have you communicated specific enough goals that patients can reach, can work towards?" Through this self-reflective approach, physicians described how their own barriers in the treatment relationship, including communication difficulties (e.g., language barriers, explaining treatment recommendations, not following up with the patient), time constraints during medical visits, and treatment-related expectations, contributed to patients' poor clinical outcomes:
"My main thing that I think I lack is reaching out to people frequently enough because we're not well set up to do that. If someone [patient] goes, then they just go. And I think it's an odd thing that you just send them out the door…I would like to track those people better. I could make note of them, I could call them, but I don't do that..." "I think that what we ask patients to do is hard and it's continuous. I think that, that in and of itself, leads to expectations that are difficult to buy into. Somebody recognizes that they need to lose 50 pounds, that's insurmountable. …I think that the failures largely are due to [providers] setting expectations that are insurmountable."
Physicians openly assumed responsibility for their patients not achieving treatment goals: "Maybe…I'm not really figuring out what their problem is. Maybe I'm missing something. Maybe it's because I'm rushed and I have patients to see-I don't have enough time to spend with them." Interestingly, physicians' self-reflection often manifested itself in disparaging comments about their own performance. These physicians appeared to set very high standards for themselves and expressed concern when they felt they were not doing enough to help their patients achieve treatment goals:
"We all feel a little bit of failure I suppose if we haven't done whatever's necessary to get that person better." "I know that I probably fail more often than I think I do, because everyone thinks that they're doing the right thing."
Physicians were aware of patients struggling to achieve treatment goals; however, many expressed uncertainty for how to best help their patients or how to improve the care that they provided:
"I think sometimes we don't really understand why what we're saying is not making sense to them. I have a [patient] who for the life of me, I can't get him into keep his appointments. He went blind before he would get his cataracts taken care of…But he's still not taking care of his diabetes…Some would say it's his fault, but it's my fault too. I don't know what else to do. I don't know what question to ask in terms of saying, how am I not being helpful?" Feeling as though they were not making an impact on their patients' treatment, many physicians expressed feelings of inadequacy, frustration, and fatigue:
"You get very tired at the end of the day. I think it really exhausts your physical and mental energy because you want to try and stay positive and encouraging, that's sort of how I try to do things. But nevertheless at the end of the day you really sort of wonder, why am I not accomplishing more? And, why am I doing this?" "Frustrated, disappointed. I think there are truly some who don't care. Although there's a whole population that won't even come. Some just float away and don't come to the appointments at all. So it's a spectrum." "It depends on the patient. The ones who are motivated, it bothers them tremendously because those are often the folks who are putting in a fair amount of effort. So they unfortunately feel like failures as opposed to the fact that they're just failing to control their blood sugar. The ones who are not motivated, I think that they're bothered that they're not hitting the goal, but I don't think that they feel the same sort of failure…they're not equating themselves with their diabetes control."
Further, some physicians thought that many patients did not take their diabetes seriously because patients may not fully understand the consequences of diabetes. These physicians explained that their patients may not be concerned because they had not yet experienced the negative consequences of poor glycemic control: "I think it depends on how they're not meeting their goals. When blood sugars are modestly elevated people don't necessarily feel terrible, and therefore when you're not meeting the goals, some cannot appreciate the consequences that are not more immediate."
Lastly, two physicians speculated that not reaching goals may result in patients assuming they were disappointing their doctors: "If they show up [to an appointment], they feel better. If they feel bad, [it's] probably because of the relationship that we've had and the patient hates to disappoint us." "Part of it [not reaching goals] is they want to please the doctor more than they're necessarily worried about the specific goals to them."
Patient Perspective
Patients' Self-Blame for Difficulty Achieving Treatment Goals. During the interviews, patients were asked about their struggles reaching treatment goals. Thirty-three of the 34 patients described difficulty not achieving treatment targets regardless of their A1C levels. Most of these patients assumed responsibility for unmet treatment goals and expressed a sense of personal failure for their perceived lack of progress: "When I come to see my doctor and she tells me that, 'You're doing good on this aspect, but you're not doing good on that aspect,' I feel kind of bad because when I come in I want a clean record…I'm failing myself, I'm not failing them, I'm failing myself." "When I see the high numbers I feel lousy. I feel frustrated with myself, I feel that it's my fault because I keep looking at the pieces I can do, like the exercise and the food, and saying well you're not doing those things that you know."
Patients attributed their difficulty achieving treatment goals to an inability to carry out medical self-care recommendations: "I'm a relatively smart person…it does not make sense for me to eat incorrectly. It does not make sense for me not to exercise properly…I'm making these bad choices." Further, patients frequently expressed frustration and disappointment in their struggles to follow recommended self-care regimens. Most blamed themselves for "not doing what they should be doing" in their self-care. These patients directed their frustration and disappointment inwardly through self-deprecating comments:
"How do I feel? Discouraged. And I ask myself, 'Why can't I do it?' And, often the time comes when you'll say I'm lazy. I don't want to give up what I like. And that's selfishness also. And that's the reason I think that I can't reach it. It's because I'm lazy and I'm selfish." "Because I think I'm such a bad patient. I think they do a great job. I think…the people in this building every time I talk to them they try to help…It's me that's the problem, not them." Difficulty managing diabetes appeared to take an emotional toll on the patients. Patients described feeling defeated and depressed in response to unmet treatment goals: "I think you just give up. That's what it is. It's such a baffling disease. You think you're doing fine and you take your sugar and it's, 'What's going on here?' And so you just give up." "I feel depressed, I feel that I can't accomplish [anything] . When I strive for something and I can't do it, I become bitter, not only with myself but my surroundings. I don't blame it on others, but I blame it on myself 'What did I do wrong that I did not reach my goal?'" Several patients felt that they could never do enough to manage their diabetes successfully. This sense of hopelessness was characterized by an increased vulnerability to the progressive course of their disease and constant struggles with food and weight: "I don't see too much success because I think it gets progressively worse. It's depressing in the fact that you have to eat next to nothing and then when you eat next to nothing it's [blood glucose] high. I wish I could get a little more success out of it. I feel like I'm always going backwards." "For instance with the weight, that is something that has always made me lose my hope…Right now, instead of losing weight, and I have been eating less, I am gaining…I don't know if it is the medicine, but that sort of has me a little depressed…I just feel sad. Sometimes I don't even want to take the medicine because I feel like it's not doing anything."
Patients' Perceptions of Physicians' Reactions to Unmet Goals. When asked how their physicians might feel when treatment goals were not being met, several patients seemed surprised by the question. These patients said that they did not know how their physicians felt or did not feel comfortable answering for their physicians: "Well I can't really answer for my doctors. I would imagine they would probably think that I could work harder at it. But you would probably need to ask them how they would feel about it." Further, these patients explained that their physicians did not express any reactions during the medical visit: "I have absolutely no idea how he feels…not that I've never thought about it, I've just never seen any expression of how he feels."
Many patients speculated that their physicians might feel disappointed or frustrated when patients are not achieving treatment goals: "I think she feels like she's losing part of the battle. It's not her, it's me. It's nothing against her, because I think she's the greatest doctor…It must be discouraging for her to look at somebody like myself that can do it and does it, then doesn't do it." "It's got to be discouraging for him because he's telling me to do something and he's asking me to give a hundred percent where he's giving a hundred percent, and when I don't do that I think it's got to be discouraging…He won't ever show me." Importantly, several patients described supportive reactions from their physicians. Patients noted that their physicians' approached unmet goals with a positive attitude to help steer patients back on track:
"He just sort of says, 'Well, how'd you do on this?' He can tell by the numbers how I did, but he's asking how I felt I did and he usually is very good in the way he says, 'So do you think you can increase the incline on the treadmill? Do you think you can handle that?' Then he'll write up the prescribed thing for the next six months so we come to an agreement."
DISCUSSION
In our qualitative study of physicians' and type 2 diabetes patients' views of patients' difficulty achieving treatment goals, both physicians and patients assumed responsibility for poor clinical outcomes. Physicians acknowledged how their own communication difficulties, time constraints during medical visits, and unrealistic expectations contributed to patients' unmet goals. Further, several physicians described feeling inadequate, frustrated, and fatigued when they were not making an impact on their patients' treatment. Patients attributed their difficulty achieving treatment goals to an inability to follow self-care recommendations. Most patients blamed themselves for their lack of progress and directed their frustration and disappointment inwardly through self-deprecating comments. Like the physicians, patients described an emotional toll from managing the day-to-day tasks of diabetes. Many patients described feeling depressed and defeated when not achieving recommended goals. Importantly, both physicians and patients were asked how the other might feel when treatment goals were not being met. Some physicians and patients said they did not know how the other person felt. Others speculated they may be frustrated or disappointed, but neither the physicians nor the patients seemed to recognize that the other person felt responsible for unmet treatment goals.
While physiologic factors can contribute to patients' inability to achieve treatment goals, difficulties maintaining the rigors of recommended self-care and psychosocial factors may also be important. Thus, an important challenge is not only to identify barriers to successful diabetes care but also to understand why they occur in order to develop successful clinical approaches that will help patients follow their treatment prescription and improve glycemia. Selfblame is not a new concept in chronic disease management. [51] [52] [53] [54] [55] [56] [57] Self-blame may be an unintended consequence of the emphasis on patients' increased involvement in chronic disease management and their accepting greater responsibility for self-care. For patients with chronic conditions other than diabetes, self-blame is associated with poor psychological adjustment, depressive symptoms, and ineffectual coping. 53, [56] [57] [58] In diabetes, self-blame may result from challenges managing the complex self-care regimen along with the potential for poor treatment outcomes, which can amplify a sense of failure and lead to self-blame. 54, 59 In our study, patients described feeling a sense of personal failure when not achieving treatment goals. Difficulty managing the complex tasks of diabetes left patients feeling defeated and depressed. This finding is particularly important because patients with diabetes are at a higher risk for depression compared to the general population [60] [61] [62] and depression further complicates diabetes self-care. 61, 63 We hypothesize that patient self-blame for difficulty achieving treatment goals may lead to or exacerbate distress and/or depressive symptoms. This hypothesis needs to be tested with more refined quantitative measures in patients with different ethnic, cultural or socioeconomic backgrounds.
For many physicians, helping patients achieve optimal blood glucose control remains a challenging and often unattainable goal despite an abundance of new medications and treatment options. Thus physicians may assume responsibility for patients' difficulty achieving treatment goals. In our study, physicians felt they may not be doing enough to help their patients and/or did not know how to best help their patients. Whether physicians set too high expectations for themselves and for their patients is not clear. Further, when physicians felt they were not making an impact on their patients' treatment, they described feeling inadequate, frustrated, and fatigued. These feelings may be indicative of physician burnout, which is a serious problem in medicine. [64] [65] [66] Quantitative research should examine the hypothesized association between physicians' perceived inadequacy, frustration, fatigue and burnout.
Interestingly, our findings indicate that neither physicians nor patients seemed to recognize that the other person felt responsible for unmet treatment goals, which may indicate communication problems and/or non-collaboration in the physician-patient relationship. Alternatively, physicians' perceived responsibility and patients' self-blame also suggest both physicians and patients care about achieving treatment goals and often feel responsible or at fault when these goals are not met. Clinicians are well positioned to encourage and support patients who are not achieving treatment goals, which may help patients feel more motivated and empowered to integrate self-care recommendations into their lifestyle and feel less self-blame. The use of a team approach in diabetes care provides additional support and resources for physicians, 67 thus helping physicians feel less overwhelmed and less responsible for unmet treatment goals.
Study limitations include the relatively homogenous sample from one city in the northeastern United States. Participating physicians and patients volunteered to be interviewed, and thus may have been more willing or motivated to discuss difficulties achieving treatment goals in the context of the physician-patient relationship. Additionally, we acknowledge that endocrinologists' and primary care physicians' views of patients' difficulty achieving treatment goals may differ and warrants further study. We did not interview matched physician-patient pairs. Future research could incorporate quantitative measures with matched physician-patient pairs to assess why patients struggle to achieve treatment goals and how physicians respond to patients struggling to integrate self-care into their lifestyles. Lastly, the findings from this study, as with all qualitative research, are exploratory and should be considered hypotheses. Quantitative research with a larger, more heterogeneous sample needs to examine these hypotheses and their impact on the physician-patient relationship in diabetes treatment.
In conclusion, exploring physicians' and patients' responses to patients' difficulty achieving treatment goals represents an incremental step towards improving the understanding of the physician-patient relationship in type 2 diabetes. Our findings indicate that physician-patient corroboration may depend on individual physician and patient factors. Investigations to develop methods and training for patients to address psychosocial issues (e.g., self-blame, emotional distress) with their physicians may promote greater corroboration. Resources are also needed to assist physicians when experiencing feelings of inadequacy, frustration, and fatigue because they may be signs of burnout. Lastly, our findings shed light on the importance of physicians stressing to their patients that difficulty achieving diabetes treatment goals is not about fault or blame. Physicians should discuss with their patients the progressive course of diabetes and the multiple causes for how and why diabetes management is challenging. Further, both physicians and patients may benefit from a greater understanding of the multiple frustrations and challenges in diabetes management. Identifying self-care challenges together during a medical visit may help physicians and patients collaborate on diabetes management to avoid barriers to achieving treatment goals. Table 2 shows interview questions for physicians about patients with type 2 diabetes. Table 3 shows interview questions for type 2 diabetes patients. 
APPENDIX
